University Honors Program
University of South Florida
St. Petersburg, Florida

CERTIFICATE OF APPROVAL

Honors Thesis

This is to certify that the Honors Thesis of

Sara F. Freeman

has been approved by the Examining Committee
on December 17, 1997
as satisfactory for the thesis requirement
for the University Honors Program

Examining Committee:

Thesis Advisor: Kim Stoddard, Ph.D.

Member: Raymond 0. Arsenault, Ph.D.

Member: Joy Clingman, Ph.D.

ll

!)

:)

ATTENTION DEFICIT DISORDER:
A MULTIMODAL TREATMENT
FOR A MULTIFACETED DISORDER

by

SARA F. FREEMAN

A thesis submitted in partial fulfillment
of the requirements of the
University Honors Program
St. Petersburg Campus
University of South Florida

December 1997

Thesis Advisor: Kim Stoddard, Ph.D.
Thesis Committee Members: Raymond 0. Arsenault, Ph.D.
Joy Clingman, Ph.D.

'
v

TABLE OF CONTENTS

Acknowledgments .. . .. . ... . .. ........ ... .. . .. . .. .. . .. . .. . ... .. . .. .. .. .. .. .. . .. . .. ... .... .. . n
Introduction . .. .... . .. . .. . .. . .. . .. . .. .. . ... .. . .. .. . .. . .. . .. . .. . .. . .. .... .. .. .. .. .. .. . .. .. .. .. .. 1
Chapter One: Controversy and Discovery .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. . 2
Chapter Two: Treatment Options .... .............................................. 10
Chapter Three: Multimodal Therapy .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. .. 22
Chapter Four: Successful Multimodal Intervention .......................... 29
Conclusion ..................... ... .......................... .. ................................ 33
Appendix A .. ... .. .. .. . .. . .. . .. . .. ... ... .. .. . .. .... .. . .. .. .. .. . .. . .. . .. . .. .... ... ... .. . .. . ... 37
Appendix B .............................................................................. .... 38
Bibliography ... .. .... ... .. . ...... ... .. ......... .. ...... .. .. .. .. ....... . .. .. .. .. .... .. . .. .. .. . 39

,'
lI

v
~

a
s

11

ACKNOWLEDGJ\1ENTS
I want to thank everyone who helped me with my first thesis. It has been a long
and difficult endeavor, but one that has taught me a great deal about myself My writing
has improved considerably as a result of my work in the Honors Program and the help I
received from Dr. Kim Stoddard, Dr. Ray Arsenault, and Dr. Joy Clingman. Thank you
very much for all your guidance and patience. I owe a special debt of gratitude to Dr.
Stoddard, my thesis director, for her understanding and invaluable assistance with editing.
My friends have been wonderful throughout the last year. Thank you Amy for
keeping me sane, and reminding me not to take life so seriously. Rana, thanks for
convincing me that it can be done. Thank you very, very, much to Amy and Rana for
helping me type for twelve hours on a Saturday when we could have been doing
something much more fun. Thank you very, very, very much Amy and Carol for helping
me type this yet again. You are true friends.
I have to thank Renee and Kim for allowing me the use of their computer. They
truly saved my life. Daren, I appreciate all you have done to make me who I am today.
Thank you Melissa for encouraging me when I felt like giving up, and thank you Gerald
for making me laugh. To Mom, Dad, Grandmother, Michael (AKA Bubba), Aunt Linda,
And Uncle Buzz- thank you from the bottom of my heart for everything you have done for
me. Without you I never would have had the courage to go to college or attempt
something as intimidating as an Honors Thesis. Your unfailing support means the world
to me. I love you all .

...._ -

1

INTRODUCTION
Attention Deficit Disorder (ADD) afllicts many children, as well as adults, and can be
damaging to a child's well being. As a result, physicians and researchers have invested a great
deal of time in investigation the reasons so many children suffer from the disorder. Additionally,
searching for a cure has consumed much time and effort. While this goal has not yet been
accomplished, researchers have made great advances towards alleviating the symptoms of the
disorder. Recently, research has focused on multimodal therapy as an option. Consequently, the
child with ADD has several treatments, or combination of treatments, from which to choose.
Chapter One begins with a discussion of the recent controversy surrounding ADD. It
continues with a case study in which a young boy named AI is diagnosed with the disorder. His
treatment will be described in chapter four. This chapter also include the history of the discovery
of ADD, followed by a list of both primary and secondary symptoms experienced by ADD
sufferers.
The second chapter describes several treatment options that children with ADD may find
beneficial, as well as each treatment' s effectiveness. These therapies include medication behavior
modification, cognitive therapy, cognitive-behavioral treatment, and psychological counseling.
Chapter Three outlines the reasons behind choosing a multimodal therapy. Additionally,
this chapter discusses research conducted on the combination of treatments. Chapter Four then
describes Al' s treatment, which demonstrated how effective multimodal therapy was for him, and
my be for others.
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CHAPTER ONE
CONTROVERSY AND DISCOVERY
Today, most people would agree that Attention Deficit Disorder (ADD) has become an
increasingly controversial topic. The controversy surrounding this disorder originated from a
group of people who question its existence. This creates a problem because some physicians have
built their careers on diagnosing and treating the disorder, while others are now devoting a great
deal of time proving that it does not exist. Often this doubt is the result of their belief in the
disorder' s over-diagnosis. According to those who doubt ADD's existence, diagnosis does not
rely enough on sustained obseiVation of children in classroom settings. Furthermore, children
diagnosed with ADD may experience a self-fulfilling prophecy. According to Cassandra Meents,
"children having difficulty in school frequently perceive themselves as being unsuccessful and
consequently may begin to exhibit unacceptable behavior, in essence, they begin to look like
ADD." 1 Another reason ADD' s existence is questioned is due to school psychologists' and
special education teachers' inadequate medical knowledge. These people are often called upon to
identifY and label children with ADD. 2 Additionally, it has become a convenience to assign

J

children a diagnosis of ADD. The convenience lies in the use of medication as treatment. Parents

~
~

find that placing the child on medication will help that child stay on task and control behavior in

:;1

school. However, it may not deal with any secondary symptoms, such as low self -esteem or
social anxiety. In other words, caregivers may choose the easy way out of the problem and ignore
these secondary symptoms, which can lead to even greater problems in the future. As a result,
physicians and diagnosticians should exercise great caution when assessing children for Attention

1

Cassandra K Meents, "Attention Deficit Disorder: A Review of Literature," P sychology in
the Schools 26 (1989), p . 170.
2 Ibid., p. 171.
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3
Deficit Disorder. Furthermore, parents should consider every treatment option carefully before
deciding which option would be most beneficial.
When a child is diagnosed with ADD, the parents find themselves facing the decision of
choosing the best treatment plan. Needless to say, this can become an overwhelming dilemma.
Some parents choose to put their child on medication, while others decide medicine is not the best
choice. Another option that some parents choose includes medicine and a behavioral or
psychological treatment. The following case study is an example of the type of therapy. This
study discusses a young boy named AI who experienced great difficulty in school. AJ' s teachers
began to notice his problem behavior in kindergarten. He was often described as being " a very
sociable but somewhat immature child who required frequent redirection and reminders to stay on
task."3 Despite his difficulty staying on task, Al' s teacher's promoted him to first grade in a
transition classroom The hope was that Al' s attention and on task behavior would improve as he
matured. However, this was not the case. In fact,

his ability to sustain attention and to inhibit his behavior appropriately in
accordance with situational demands, as well as, his disruptive behavior in
the classroom, appeared to worsen as correspondingly greater demands for
self-control and task completion were required of him.4

J

~

~I
Although A1 received special education services in addition to participating in a home-based

~)

management program, his school performance and behavior continued to worsen. 5 Because of

~

~)

Al's steady decline in school, his parents and teachers decided to have him tested for learning
disabilities or other similar problems. Diagnosticians used several different scales to assess the
child's behavior, including the Conners Parent Rating Scale, the Barkley Home Situations

3

Michel Hersen, ed. and Cynthia G. Last, ed., Child Behavior Therapy Casebook (New York:
PlenumPress, 1988),p. 211.
4 Ibid., p . 211.
5 Ibid. , p. 211.
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Questionnaire, and the Personality Inventory for children. The Conners Parent Rating scale
measures impulsive and hyperactive behavior, while the Barkley Home Situations Questionnaire
measures situations in which a child shows problematic behaviors associated with ADHD.
Finally, the Personality Inventory assess the child' s personality type.6
Results of these rating scales indicated that AI experienced severe
difficulty in the areas of inattention, impulsivity, and excessive gross
motor activity. He was also found to be moderately oppositional to
authority figures and deficient in social skills and peer relationships. 7
Because these results revealed a lack of sustained attention and impulsivity, a diagnosis of
Attention Deficit Disorder followed. The next step involved designing a treatment regimen.
Al's treatment will be discussed later in the text.

History
In order to understand Attention Deficit Disorder and its effects, it is necessary to know the
history of the discovery of the disorder. Throughout its history, ADD's causes and treatments
have gone through several stages in their development, beginning with its first identification
around the tum of the century. 8 It was also during the early part of the century that two
researchers, George Still and Alfred Tredgold, were credited with focusing on a condition similar
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Howard B. Abiko:ff and Lily Hechtman, ' 'Psychosocial Treatments for Child and Adolescent
Disorders: Empirically Based Strategies for Clinical Practice," Multimodal Therapy and
Stimulants in the Treatment of Children with Attention Deficit Hyperactivity Disorder
(Washington, D .C.: APA, 1996), p. 360.
7

Ibid., p. 212.
ofthe Fog: Treatment Options and Coping
S~nne u:v;:,sorOut
der (New York: Skylight Press, 1995), p. 25.

8 Kevin R.for
Murphy
and
Adult AttentiOn
Deficit
Strategies
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to Attention Deficit Hyperactivity Disorder (ADHD). Through this research (Still, 1.902 and
Tredgold, 1908) they found that the symptoms of the disorder differentiated disordered children
from normal children. 9 Additionally, Still's theories of the cause of children's impulsivity and lack
of attention shaped the belief of the medical community for many years. His theory centered on a
neurological deficiency that caused "a decreased threshold for inhibition of responding to

stimuli."lO An alternative explanation included his beliefthat the aberrant behavior could be due
to a "cortical disconnection syndrome in which intellect was dissociated from 'will' or social
conduct."11
The next step occurred between 1937 and 1941. A series of papers written during those
years discussed the treatment ofbehaviorally disordered children through medication.
research revealed that amphetamines could reduce disruptive behavior and subsequently improve
school performance (Bradley, 1037; Bradley and Bowen, 1940; Molitch and Eccles, 1937). 12
These findings were only the beginning of a long search for medications to help control children' s
behavior. In the years that followed several such medications would prove capable of sustaining
attention and reducing impulsivity. Later studies confirmed these results (Laufer, Denhoff and
Solomon, 1957).
While the research continued on neurological dysfunction, a slight shift in focus occurred
during the Fifties. Researchers began to view ADD as a hyperkinetic syndrome. One case study
in particular, Laufer et al. ( 1957), attempted to demonstrate that "poor filtering of stimulation

·:~

9 Russell A. Barkley, Attention Deficit Hyperactivity Disorder: A Handbook for Diagnosis and

Treatment (New York: Guilford Press, 1990), p. 4.
10

Ibid., p. 5.

11 Ibid., p. 5.
12 Ibid., p. 8.
13 Ibid. , p. 8.
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occurred in the thalamic area, and this allowed an excess of stimulation to reach the brain." 13
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This study tested the effects of the photo-metrozol method, in which flashes oflight were
presented to the child while the drug Metrozol was administered. Laufer et al. measured the
amount of drug required to induce a muscle jerk of the forearms, as well as a spike-wave pattern
on the electroencephalogram The results indicated that hyperactive children required less
Metrozol than non hyperactive children, suggesting that these hyperactive children had a lower
threshold for stimulation in the thalamic area. Today, these methods would not pass the standards
of ethical conduct required by review boards on research with human subjects. 14
The early 1960s brought about a new era of thinking that questioned the role of neurological
damage in behaviorally disordered children. During this decade, scientists began to realize that a
behavioral syndrome could form either in the presence or absence of organic pathology. 15 Stella
Chess did a great deal of research during the 1960s and was largely responsible for the shift in
focus from neurological dysfunction to hyperactivity syndrome. Dr. Chess also played a key role

in emphasizing activity as the core feature of the disorder. Additionally, Chess pointed out the
need for more objective evidence, and removed the blame for children's problems from their
parents, where it previously had been placed.l6
The next decade would see another change in the development of the cause of the disorder. A
paper published by Virginia Douglas in 1972 shaped this new direction of research. In her paper

:1.

~

0..

she argued that "deficits in sustained attention and impulse control were more likely to account

:;l
·~

for the difficulties seen in these children than was hyperactivity."17

·'

While the research concerning the cause of ADD shifted in focus during this time, treatment of
the disorder remained the same. In fact, because of the large number of studies demonstrating

14 Ibid., p. 9.
15 Ibid., p. 10.
16 Ibid., p. 12.
17 lbid., p.l3.

:I

7
how effective stimulant medication was in helping children in school, this decade spawned a

.
. use o fdrugs. 18
rapidly mcreasmg
The late 1970s and early 1980s led to a view ofthe disorder that, for the most part, excluded
brain damage as a cause. More researchers were now looking to environmental causes, such as
diet or child rearing. 19 Dr. Benjamin Feingold first proposed ADHD as a result of nutrition in
1975. His research led to a Consensus Development Conference in 1982 that reviewed existing
research and heard arguments about the concept. The members of the panel reported that ''these
studies did indicate a limited positive association between the 'defined diets' (Feingold's diet and
a decrease in hyperactivity. " 20 However, the panel felt there was insufficient evidence to
recommend the use ofthis treatment for every child.2 1
Not only was there a new emphasis on environmental causes, but there were also several
revisions made in the definition of the disorder. In 1980 the Diagnostic and Statistical Manual for
Mental Disorders ill (DSM-ill) named the disorder Attention Deficit Disorder. Furthermore,
deficits in sustained attention and impulse control became more important than hyperactivity. 22
Later in the decade, however, hyperactivity became an important symptom and subsequently the
name changed to ADHD in the DSM-ill-R (revised manual). The new manual also stressed the
need to "establish the symptoms as being developmentally inappropriate for the child's mental
age."23 By the end of the 1980s, the name had changed once more to ADD, and now included

I
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18 Ibid. , p. 15.
19 Ibid., p. 20.
20 Larry B. Silver, Dr. Larry Silver's Advice to Parents on Attention-Deficit Hyperactivity
Disorder (Washington, D.C.: American Psychiatric Press, 1993), p . 201.
21 Ibid., p. 201.
22 Barkley, p. 14.
23 Ibid., p . 26.
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subtypes based on the presence or absence of hyperactivity. Physicians and scientists felt that the
absence of hyperactivity significantly affected the symptoms displayed by the child, In fact,
Russell Barkley characterized children without hyperactivity as more "daydreamy, hypoactive,
lethargic, and learning disabled in academic achievement, but subsequently less aggressive and less
db y t herr
. peers." 24
.
rejecte
The view at the end of 1980s and the beginning of the current decade was one of greater
understanding of Attention Deficit Disorder. It came to be seen as a developmentally
handicapping disorder that is generally chronic, has a hereditary predisposition, and negatively
affects academic and social situations. Additionally, the increasing use of medication as a therapy
became alarming to the public. 25 Therefore, many physicians and diagnosticians leaned more
toward a multimodal approach and teamwork.
The current diagnostic manua~ the DSM-IV, divides the disorder into three major categories.
The first is ADD that has inattentiveness as its primary symptom The second category of ADD
with hyperactivity and impulsivity as primary symptoms. ADD in which hyperactivity,
inattentiveness, and impulse behavior are combined is the third type. 26

In addition, diagnosticians expressed the need for the presence of a combination of
symptoms in order to make a diagnosis of Attention Deficit Disorder. Also,
some type of standardized, well-normed behavioral and cognitive testing
should be used to assess the individual child for ADD. This type of testing
allows us to compare the child to other children the same age to see ifhe or
she really is having significantly more problems than usual with attention,
impulse contro~ and overactivity. 27

24 Ibid., p. 22.
25

Ibid., p. 36.

26 Nancy Nussbaum and Erin Bigler, Identification and Treatment ofAttention Deficit Disorder

(Austin: Pro-Ed, 1990), p. 9.
27
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Ibid., p. 12.
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Unfortunately, the primary symptoms often lead to secondary symptoms that affect the child's
life in many ways. First of all, the ADD child often suffers from anxiety when facing situations
that require sustained attention and controlled behavior, because they have failed at the task so
many times before. Secondly, they may experience low self-esteem brought on by feeling of
underachievement and frustration. 28 A third problem results from the behavioral noncompliance
and impulsivity often displayed by the child. They are constantly getting into trouble and having
to be reminded to stay on task. This misbehavior leads to tension and frustration with family and
teachers. Additionally, "the lack of awareness of the consequences of their own behavior often
cause playmates, family members, and others to distance themselves, which can cause even
greater social and emotional problems. " 29 If this feeling ofbeing misunderstood and alienated is
not dealt with, the ADD child may learn to avoid future relationships.30
Diagnosis usually occurs between the ages of five and eight. This may be fortunate for many
children because they have a chance to avoid developing harmful secondary symptoms. There are
some that question whether ADD necessarily causes the symptoms. These opposers warn others
to be aware of and avoid over-diagnosis, because they fear ADD has become a convenient label.
Despite these words of warning, doctors diagnose children with Attention Deficit Disorder
I

each year. The case study of AI, a child with ADD, demonstrates the difficulty these children
experience..
The turn of the century marked the disorder' s discovery. Through the following years
researchers studied ADD frequently. Today, researchers divide the disorder into three categories,
and they have discovered that children experience primary and secondary symptoms.

28

Murphy, p . 20.

29

Nussbaum, p. 31.

30

Murphy, p. 43.
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CHAPTER TWO
TREATMENT OPTIONS
When a child is diagnosed with Attention Deficit Disorder, the parents must face a very
difficult decision of which treatment to choose. Parents want to choose a course oftreatment that

will be effective in keeping the child on task, and maintaining calm behavior, and avoiding
secondary symptoms. However, they do not want to take the chance ofharming the child.
Therefore, they must carefully consider all the options, because this decision will profoundly
affect their child the rest ofhis or her life. Parents can choose from several possibilities. They
may decide to try medication first because of its proven effectiveness. Another possibility
available to caregivers, as well as teachers, is behavior modification. Additionally, they may
choose cognitive therapy to change the child's cognitions. However, children may experience the
greatest benefit from the combination ofbehavior modification and cognitive therapy. Finally, the
family and the child may find that psychological counseling will help them deal with the disorder's
symptoms.

Medication
Usually the first option considered and chosen is medication. This is largely due to its cost

I
~

~

J

efficiency and large amount of research demonstrating significant positive results.31 These results

J
~J

indicate that medication is effective for seventy to eighty percent of children.32 When hearing this

·'

optimistic information, parents want to know exactly what effect medicine has on their child with

31

Sam Goldstein and Michael Goldstein, Managing Attention Disorders in Children: A Guide
for Practitioners (New York: John Wiley & Sons, 1990), p. 215.
32

Nussbaum, p. 24.
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ADD. The diagnostician will explain to them that medication therapy will augment attentional
abilities, lessen impulsivity, and decrease inappropriate motor activity. 33
This struggle with difficult decisions does not end with choosing medication as a treatment.
The next choice involves selecting the type of drug that will be most beneficial in helping the child
stay on task and maintain calm and focused behavior. Research on medication has demonstrated
that the most effective drugs are known as stimulants. 34 As the name implies, these drugs
stimulate activity in the brain. It accomplishes this by ''increasing the amount of the dopamine
either produced in the brain or used by the frontal lobes. ,35 Three types of stimulants may be
suggested by the doctor; they include Methylphenidate (Ritalin), Dextroamphetamines
(Dexedrine), and Pemoline ( Cylert ). Dexedrine and Cylert are far less commonly chosen than
Ritalin for two very important reasons. First, Dexedrine has a greater potential for abuse than
Ritalin. 36 Secondly, Children who take Cylert have been found to demonstrate less improvement
than with Ritalin or Dexadrine. 37 The third type of stimulant, Ritalin, has several advantages over
the two other types. These include improved concentration and reduced restlessness and

. ul.
. 38
nnp
SIVIty.
A second type of drug that may be considered are tricyclic antidepressants. These
I

medications "affect the production and/or use of other chemicals, usually norepinephrine and

~
:1
.1

;J
33 Robert

B. Johnston, Attention Deficits, Learning Disabilities, and Ritalin (San Diego:
Singular Publishing Group, Inc., 1991), p. 89.
34 Murphy,

35

p. 79.

Ibid., p. 79.

36 Ibid., p. 89.
37 Robert

A Moss and Helen Huff Dunlap, Why Johnny Can't Concentrate (New York:

Bantam Books, 1990), p. 96.
38 Murphy, p. 86.
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serotonin. ,39 Several different types of antidepressants may be used. The first two classes are
Jmaprimine (Trofanil) and Desipramine (Norpramine). These drugs successfully alleviate both
impulsivity and hyperactivity. A third class of antidepressants, Prozac (Fluoxetine Hydrochloride),
controls impulsivity and feelings of restlessness, as well. In addition, Prozac proves most helpful
with minor depression. 40
Many researchers have investigated the effects of methylphenidate, and other drugs, on the
symptoms of Attention Deficit Disorder. Most of these studies concluded with similar results.
These results indicate that "studies of acute affects on daily classroom performance( e.g. , seatwork
completion) consistently reveal substantial beneficial effects of medication. Studies of
achievement over periods of months and years, however, failed to yield evidence of beneficial
medication effects.•>4l For instance, Rapport et al. examined the effects of medication on the
seatwork performance ofboys in elementary school with ADHD. These assignments included
language arts or arithmetic completed ninety to one hundred and twenty minutes after receiving
medication. The boys received placebo, 5mg, lOmg, and 15mg,ofmethylphenidate for one week
each in a double-blind, crossover experimental design. The medication dosage affected '~ercent
complete, percent accurate, and percent on task in a generally linear fashion, with higher doses
I

resulting in optimal performance.•>42 A similar study by Vyse and Rapport demonstrated
comparable results indicating a linear trend ofbetter performance with higher doses of
methylphenidate. 43

39 Ibid., p. 79.
40

Ibid., p. 86.

41

Caryn L. Carlson and Melissa R. Bunner, ''Effects ofMethylphenidate on the Academic
Performance of Children with Attention-Deficit Hyperactivity Disorder and Learning Disabilities,"
School Psychology Review (1993), p. 184.
42

Ibid., p. 186.

43

Ibid. , p. 187.
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In recent years, the use of medication as a treatment for ADD has created a controversy.

This emerged as a result of media coverage of the experience of adverse reactions to drugs. The
majority of children do not have serious difficulty with medication. However, up to twenty
percent may have adverse effects that are usually short-lived and mild. 44 Chapter three will
include a discussion of these effects.
Despite the negative publicity, medication has helped some children with Attention Deficit
Disorder safely and effectively. According to Robert B. Johnston, parents concerned with the use
of stimulant medication should understand that
it is not meant to sedate, tranquilize, subdue or otherwise provide a
' chemical straitjacket. ' In fact, it is thought that this type of medication
stimulates certain areas of the brain, particularly the attention center,
with better filtering of extraneous or unimportant distractions within the
the classroom, the child may focus more efficiently on what is
important. 45

Another concern parents may encounter is the belief that medication is only a temporary
solution to this problem. Another words, these drugs will only mask the symptoms. Research has
shown that stimulants do more than just mask the symptoms. In fact, "Ritalin or other stimulant
I

medications, in fact, do get to the root of neurological based attentional problems like nothing
else can do. They alter the biochemistry at the cellular level. •>46
Naturally, parents often question the safety of giving their children drugs. This is no

I
J
1

~
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surprise because anyone exposed to the media is continually bombarded by the coverage of drug
dependency and abuse. Therefore, the majority of the public knows that the effects of addictions
can be devastating to the addict, as well as anyone involved with that person. Of course, no
loving parent would ever want to put his or her child in danger. As a result, fear makes parents

44 Johnston, p. 101.
45 Ibid., p. 109.

46 Ibid., p. 125.
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cautious about the use of medication. However, some studies show that stimulant medications do
not build up in the system and do not cause people to develop cravings. Additionally, studies
have demonstrated that children on these medications are no more likely to abuse drugs than any
other nonmedicated children with ADD. 47 However, according to Russell A. Barkley, this issue
needs more research to sufficiently rule this out.
Although many people choose medication as therapy, some decide to use other treatments
that do not include drugs. These treatment plans attempt to help the ADD child stay on task and
maintain calm behavior in school and at home just like medication. Behavior modification has
become a large part of school curriculum. Parents and students can find a great deal written on
the principles of this treatment. The strategies described here demonstrate these principles. The
theory behind this involves the use of positive and negative reinforcements and punishers, which

will encourage children to increase positive behaviors and decrease negative behaviors. Children
learn that staying on task will result in earning a reward. Therefore, they will increase these
behaviors in order to get this reward.

School-Based Program
Teachers may decide to use a Token Economy. With this system children receive tokens
for doing what is expected of them, and these tokens are later traded in for something they want,

)

such as candy, toys, or free-time. This program appears to be very effective both at home and in

.:1

school. In fact, Token Economies have been proven "highly successful in enhancing the academic
productivity and appropriate behavior of inattentive children. ·~ 8
Another problem teachers must deal with concerns keeping the student on task and calm
while in school. Children must attend classes five days a week for several hours a day. Paying

47 Nussbaum, p. 26.
48 George J. DuPaul and Gary Stoner, ADHD in the Schools: Assessment and Intervention

Strategies (New York: Guilford Press, 1994), p . 104.
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attention is hard enough for a child without the disorder, but for a child with ADD this is
extremely challenging. Without this ability the child will learn very little from his or her teacher,
which would undoubtedly hurt the child given that school is the basis of an individual' s life, and
the background necessary for survival in today' s world. Consequently, a child who cannot learn
these needed skills in school will suffer in the long run.
An ADD child needs extra assistance to keep him focused on the task at hand. Researcher
developed some strategies and programs to enhance a child' s performance in the classroom One
of these programs uses the basic tenets of behavioral management. This program, known as
Contingency Contracting, involves the negotiation of contractual agreement between the teacher
and the student. The contract outlines the desired classroom behaviors and consequences ofthose
behaviors. 49 This type of contract makes it clear to the child just what is expected from him or
her. Therefore, he or she knows when to pay attention and stay on task. Furthermore, he or she

will receive rewards for these behaviors. This constant reminder can prove very beneficial in
keeping the child calm and on task. Behavior modification strategies have proven successful in
reducing off-task behavior of children with ADHD and helping them remain calm 50

In addition to Contingency Contracting, a teacher may find it helpful to incorporate certain
strategies. Sandy Anusavice, a woman completing her Ph.D. in curriculum leadership, suggested
these strategies. However, she does not include any research concerning its effectiveness.
Therefore, future studies will be necessary. First, the teacher can seat the student near
himself7herself and maintain frequent eye contact. This will serve as a reminder to pay attention.
Second, the teacher should give clear instructions. Third, he/she should teach and demonstrate
organizational skills by giving the child a daily or weekly assignment sheet. The fourth strategy
that a teacher may find useful involves incorporating movement and active learning techniques.
This activity may prove helpful in keeping the students attention. Also, it is essential to assess the

49

Ibid., p. 106.

50 Ibid., p. 99.
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child's progress regularly. Finally, it is important to work closely with the child's parents, and to
keep them informed of any progress or changes. 51

Home-Based Program
These techniques can be used at home as well. Parent Training is a form of this therapy.

This involves training the parents to manipulate the child' s environment. Parent Training teaches
adults how to organize the environment to reduce the probability of noncompliant behavior and
increase the probability of compliant behavior. 52 Caregivers can do this through the use of
reward and punishment of their child's behavior. In addition, this therapy can help parents:
(a) to develop an understanding for the causes of their child' s behavioral
problems; (b) to identifY and manage the family stress resulting from
these problems; (c) to deal with noncompliance while teaching
compliance; and (d) to increase the quality of adult-child interactions.
Numerous studies have demonstrated the efficacy of parent training
(Barkley, 1981, 1990)... 53
While its logic is similar to other types of behavior management, it has not proven nearly
as effective. The program's effectiveness lies in the short-term, but it seems unable to maintain
long-term change. 54
Research done by Pisterman et al (1989) found positive results for compliance, parental
style of interaction, and management skills. Several families with preschool children diagnosed

•

with ADIID were randomly assigned to a treatment condition or a no treatment control condition.
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The families attended ten weekly group sessions and two in-clinic sessions with individual
families. These group sessions included teaching the parents how to interact with their child, as

well as strategies designed to make the child comply. The results indicated that the children and
their families in the treatment condition improved in the area of compliance and parent
management when compared to the no treatment group. 55 However, several ''untargeted
ADHD-related behaviors did not change, including time on-task in a parent-child interaction task
and the Conners-Scale Hyperactivity Index." 56 Considering the results of this research, perhaps
changing parent-child interaction could make a positive difference for a child with ADD.

Cognitive Program
Parents may decide to use a different approach to the treatment of Attention Deficit
Disorder known as Cognitive Therapy. This type of therapy attempts to alter behavior by
changing the individual's thought patterns. Based on the assumption that changing thought
patterns would help the ADD child sustain attention, researcher developed cognitive monitoring.

This program requires the child to indicate ifhe or she is paying attention when a bell sounds.
The interval between the sounding of the bell is gradually increased requiring longer periods of
sustained attention. This increases the child' s awareness of his or her attentiveness and increases
the ability to control it.57
Cognitive Training emphasize teaching the hyperactive child to approach the task
analytically. The child learns how to develop a plan. In addition, he or she develops alternative
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plans in order to avoid impulsive actions. Thirdly, the child learns to evaluate his or her
performance.

58

A study done by Abikoff and Gittelman involved fifty hyperactive children undergoing two
hours of cognitive training weekly for sixteen weeks. At the end of this study, Abikoff and
Gittelman found that "cognitive training did not reduce the children' s need for stimulant
medication, nor did it result in improved classroom behavior, or gains in academic productivity or
achievement. " 59
Brown, Wynne, and Medenis conducted another study. Through their research they
attempted to compare the effects of stimulant medication alone, self instruction training, a
combined therapy, and a no treatment control group. The results indicated that cognitive training
alone displayed significant improvement on "measures of attention deployment but not behavior
ratings or measures of academic achievement. •>60 Brown et al. concluded that cognitive training
alone was not effective in treating ADHD children, and it was no more effective than
psychostimulants alone. 61 These results indicate that cognitive training lacks effectiveness.
Perhaps future research will reveal different results.

Cognitive-Behavioral Program
These treatment strategies prove helpful in giving children feedback about their
behavior. 62 They teach the child what is appropriate and inappropriate behavior, as well as what
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is expected from him or her. By earning rewards, the child learns which behavior adults consider
correct or incorrect. This kind of feedback may keep a child from developing negative behavior
patterns that are the result of the disorder. For instance, children with ADD often do things
without thinking, and because they are distractible and unable to sustain attention, they often do
not learn from their past mistakes. 63 Therefore, this feedback serves as a constant reminder of
appropriate behavior.
Vygotsky (1962) and Luria (1959, 1982) developed a combination ofbehavioral and
cognitive training to help a child with ADD sustain attention. This treatment plan, known as
Verbal Self-Instruction {VSI), includes aspects ofboth training systems to help the child increase
the use of self-instruction. The training begins with task selection, in which the clinician selects
tasks that involve sustained focused attention and require the use of some type of strategy for
successful completion. Secondly, the clinician uses cognitive modeling to model the solution to
the task. This involves the individual talking himself through the following six problem-solving
strategies: a) defining and understanding the nature of the task; b) generating possible ways of
approaching the task; c) selecting the strategy and applying it; d) self-monitoring of progress
toward the solution; e) self-evaluation and self-reward; f) and, selecting an alternative approach
when unsuccessful The third step involves the child performing the task while the clinician
verbally instructs him or her through it. Next, the child performs the task again, but instead uses

his or her own sei.f:.statements to guide him or her through. The child continues to repeat the task
while the clinician uses faded overt self-guidance, which requires the child to whisper the
instructions to himself/herself The child begins to model the strategy, during which he or she
whispers the instructions to himself or herself In theory the child will begin to see the usefulness
of sei.f:.instructions. Eventually, the child learns to think his or her own way through the task. 64

63 Nussbaum, p. 30.
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As a result, the child has developed new thought patterns that will give him or her more
confidence in his or her ability to sustain attention when faced with a problem
Several studies investigated the cognitive-behavioral approach, but many appear to have
questionable results. For instance, research conducted by Kirby and Grimley examined a
cognitive-behavioral treatment program designed to help ADHD elementary school students.
Each session lasted two hours a day, four days a week, over the course of a seven-week summer
school semester. The sessions included "self-instructional training with academic tasks and
individual and group games, as well as group discussion and practice of self-instructional concepts
as they related to social skills. Response-cost procedures were used during training to discourage
inattentive or impulsive behavior." 65 The children' s parents involved themselves by reading
literature oftraining methods and observing the training sessions. Those children in the control
condition received the same amount of trainer attention and were involved in the same activities
but without self-instruction or response-cost contingency. Kirby and Grimley concluded that the
cognitive training was more effective than the behavior modification treatments. However,
people must interpret the results cautiously. First, there were only a small number of children in
each condition. Second, the ages of these subjects were not mentioned. Third, pretreatment
differences existed that may have influenced the outcome. Finally, parent ratings were not
included.
As a result of these and other questionable outcomes, it seems necessary for researchers to
conduct more studies to determine the effectiveness of cognitive-behavioral treatment. 66
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Psychological Counseling
Behavioral and cognitive programs are not the only treatment options available to a child
with Attention Deficit Disorder. Children may find it beneficial to undergo psychological
counseling, because some often suffer from the secondary symptoms outlined in chapter one.
Fortunately, the child, as well as the family, has several choices available to them. The
psychologist's primary aim is to ''help patients fully understand the disorder and how it manifests
itself in their lives. " 67 This kind of understanding can be very valuable in dealing with the fact
that the disorder could become part of their lives forever. Additionally, understanding may help
them face the many frustrations and negative feelings they might experience throughout their
lifetime. They must learn to accept and even benefit from these failures and setbacks, and
counseling can assist the child in reaching that goal. Furthermore, children may feel a sense of
reliefby merely being able to discuss their feelings with someone who understands.
The ADD child is not the only one who can benefit from counseling. The family may also
need to express emotions and learn how to deal with the disorder. Additionally, ''the parents may
need help realizing that they did not 'cause' their child' s ADD.'>6 8
Wide ranges of treatment options are available to the child with Attention Deficit
Disorder. Many children find success with medication, such as methylphenidate,
dextroamphetamine, or pemoline. Others may opt for an alternative therapy. This type of
treatment may include behavior modification in school and at home. Additionally, he or she may
find cognitive therapy helpful, while others find the combination of cognitive and behavioral
principles effective. A fifth choice to be considered is psychological counseling which can help
both the child and his or her family. The challenge is to discover which option will help the
child, because each sufferer may respond differently to a treatment.
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CHAPTER THREE
MULTIMODAL THERAPY
The previous chapter described the advantages and disadvantages of several treatments of
Attention Deficit Disorder. This chapter will outline the arguments used in support of multimodal
therapy. According to some diagnosticians, physicians, and researchers, the following arguments
support the need for this multimodal treatment. First, it may be a wise choice because of the fear
that people have of using medication alone as a treatment. Secondly, as several researchers such
as Johnston, Whalen, and Henker have stated, medication alone may not deal directly with every
child's psychological, behavioral, or educational repercussions. Third, families may attribute a
child's behavior to the medications, thereby overlooking the child' s responsibility. Finally,
medication can become too much of a convenience making it easier to ignore other aspects of the
disorder that could be harmful to the child.
Parents do have some reason for concern when choosing medication as a therapy. Like
any other drugs, these medications have possible side effects that may be disturbing to the child.
These effects can include insomnia, decreased appetite, weight loss, mood swings, reduced
growth, tics, and anxiety.69 Furthermore, ifthe child uses Ritalin they may experience what is
known as the ')-ebound effect." This effect if due to the stimulation of the production of the
neurotransmitter dopamine. When the drug wears off: children often feel "edgy and distracted
until the next dose. , 70 Most importantly, medication does not appear to have any lasting,
long-term effects. 71
A study conducted by Abramowitz, Eckstrand, O'Leary, and Dulcan (1992) demonstrated
that some children who suffer side effects from medication might benefit from behavioral therapy
alone. This study involved administering varying doses of methylphenidate and two intensities of
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behavioral intervention to three boys diagnosed with ADHD. The three boys received reprimands
when they displayed off-task behavior, such as "looking away from his work for more than two
seconds, talking, laughing, making any intentional noises, or making physical contact with a
peer."72 The teacher gave reprimands by asking the student to stop an inappropriate behavior,
resume an appropriate behavior, or both.
Subjects received reprimands either immediately after the onset of the off:.task behavior
(IR condition), or approximately one-minute after the onset of the off:.task behavior (DR
condition). The two doses of methylphenidate were .3 mglkg and .6 mglkg, plus placebo. The
procedure involved exposing each ofthe six combinations of stimulant reprimand timing.
The results indicated that each subject responded quite differently to the conditions. (See
Appendix A) When Steven received either the high or low dose of medication, he experienced a
reduction in the intensity ofhis reprimands. In other words, he required fewer reprimands.
However, when he received the placebo it was necessary to administer immediate reprimands to
reduce off-task behavior. Tony' s rate of off-task behavior was lowest when he received the
higher dose, and while receiving this dose, he could function well with delayed or immediate
reprimands. While Kevin was on either dose of methylphenidate, delayed reprimands and
immediate reprimands were equally effective.73
These results indicate for some children with the disorder, "a simple behavioral
intervention implemented in its most intense form (immediate vs. delayed) can achieve results
comparable to those achieved with medication. " 74
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Therefore, children who suffer from severe side effects from medication may have an
alternative treatment that is equally effective. However, some children may benefit greatly from
the use of medication.
Despite these possible side effects, medication can prove very beneficial to children with
ADD. Diagnostician Dale W. Wisley holds the opinion that ''when a child is adequately assessed
and found to have this disorder, medication will almost always be a part of an effective
treatment."75 However, medicine may address only some symptoms ofthis disorder. According
to Robert Johnston, "medication may not be the entire answer. It is not a substitute for needed
support in academic, psychological, emotional, and social spheres." 76 The reasoning behind this
statement is a result of the vast implications of the disorder. Not only are the child' s attentional
abilities affected, but it also affects the way he or she interacts with others, his or her self-esteem,
and his or her ability to learn. Thus, multimodal intervention may help the child deal with all these
symptoms.

Multimodal Intervention
Medication can aid the child in sustaining attention and remaining calm, while behavioral
and psychological treatments, can counter the child' s low self:esteem, difficulty in forming
interpersonal relationships, and problems learning in school Many researchers agree that
''multimodal interventions addressing the broad scope of attentional, psychological, and academic
problems appear more effective than any one intervention alone. " 77 In fact, one study (Hoza et
al., 1992) attempted to demonstrate the benefits ofmultimodal therapy. This study exposed two
ADHD subjects to a combination of methylphenidate, including a placebo, and varying types of
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behavior treatment. This demonstrated the benefit of multimodal therapy. The behavioral
intervention included
a no behavioral treatment phase, a standard contingency management
package condition (e.g., token reinforcement, response cost, and time-out
from positive reinforcement), and a phase where standard behavioral
procedures were combined with a more potent response cost contingency
(i.e., loss of afternoon pool time). Reinforcement and
response cost contingencies were based on the child' s academic
productivity, behavior contro~ or both, depending upon the experimental
phase. 78
Andy displayed a positive response to the standard and potent behavioral interventions in
both the placebo and methylphenidate conditions. The high dose of medication cause great
improvement in Andy's behavior. This assessment is based on his percentages of seatwork
completed, seatwork accuracy, and frequency of disruptive behavior. Tommy needed the
combination of the highest dose of medication and the most potent behavioral treatment to
improve his performance.79
The study involving Andy and Tommy demonstrates two important points. First, it
displays how beneficial a multimodal treatment can be for some children. Second, it shows that
therapy is different for each child. In other words, the treatment may depend on the severity of
the disorder, the type or amount of medication or behavioral treatment used, or the setting in
which the therapy takes place. 80
However, not all research concerning multimodal treatments has demonstrated positive
results. In fact, a study conducted by Ialongo et, al. (1993) displayed a negative outcome. This
research included ninety-six attention-deficit hyperactivity disordered children. Researchers
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79 Ibid., p . 56.
80 Ibid., p . 59.

26
assigned subjects to one ofthe following six treatment conditions; (1) medication placebo alone,
(Z) low dose (0.4mg/kg) stimulant therapy alone, (3) high dose (0.8mg/kg) stimulant therapy
alone, (4) medication placebo plus behavioral parent training and child self-instruction, (5)
low-dose stimulant therapy plus behavioral parent training and child self-control instruction, and

(6) high-dose stimulant therapy plus behavioral parent training and self-control instruction.
The behavioral parent training (PT) condition included ninety-minute sessions in which the
parents of six children learned how to apply the principles of social learning theory to the
management of their child's behavior. Additionally, parents learned how to encourage and
reinforce the child's use ofhis or her self-control and problem-solving skills, The self-control

(SC) training involved six children meeting for twelve ninety-minute sessions in which they
learned various self-control strategies.
The results of this study and its nine month follow-up demonstrated that the benefits of
stimulant therapy rapidly declines once medication is taken away. Therefore, Ialongo et al. hoped
to find a non-medication therapy, or combination of therapies, that would be equally beneficial to
the child. In other words, they believe that when medication was withdrawn the child would use

his or her newly acquired skills to maintain previous treatment gains. However, their findings
showed the opposite result. 81 Researchers saw "erosion in varying degrees in the pretest to
posttest gains in teacher rated inattention, hyperactivity and impulsivity, direct observations of
off-task behaviors, performance on laboratory measures of attention and impulsivity, and sight
vocabulary. " 82 Given the conflicting results of these and other studies, it is clear that more
research needs to be done to determine which combination in treatments will help children with
their symptoms.
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An additional problem families may face as a result of using psychostimulants alone
the effects medication can have on the child's belief of responsibility or control over his
In other words, the child and/or the parents may believe that the

1sychostimulants control the child's behavior. However, this attnlmtion could be avoided by
wmbining parent training with the psychostimulant. Parent training attempts to demonstrate to
f:cl!tegivers how easily they may fall into the trap of attributing their child's behavior solely to the
·; wedication. 83
Multimodal treatment seems to deal with the vast array of problems the accompany the
disorder. However, parents and caregivers may not choose this option. This choice may be due
to the realization that the child is showing significant improvement with either medication or
llllother treatment program Furthermore, it may also be a result ofthe parent's indolence. This
indolence develops from the ease with which medication can be given.
Buying and administering the medication is discovered to be more
convenient and to require far less effort, attention, and thought than
behavior modification or alteration of their parenting methods. The
temptation then becomes to keep their child on medication and to neglect
other aspects of the treatment plan. 84
Although it is understandable that with the busy schedule parents have today they spread
themselves thinly, sole reliance on medication could be hannful to the child. This disorder affects
so many important aspects of the child's life, such as his or her chances of success in school or in
a career. As a result, parents need to consider these aspects and attempt to deal with their effects.
The ouly way this can be done is to ensure that the child has many people he or she can tum to for
help. This group of people will most likely include parents, siblings, teachers, physicians, and
mental heahh professionals. Parents and siblings must help the child develop needed social skills
with which to funn interpersonal relationships. Teachers also help their students with social skills,

83 Horn, p. 186.
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i addition to helping him or her learn how to sustain attention and remain calm. Physicians and

health professionals have the important task of reducing the child's symptoms, and making
or her more capable of dealing with the outside world. According to Robert A Moss it is " ...
when we combine medica~ behaviora~ and educational treatments into one coordinated

will we achieve the most favorable outcome possible. " 85 Additionally, "it is essential that
involved develop sensitivity to the complex and pervasive impact attention and arousal-level
'problems have on a day-in and day-out basis compromising the child's ability to meet the
expectations ofhis or her world. " 86 Furthermore, with the members of this group acting as role
models, an ADD child can achieve success in

schoo~

career, family bonds, and social

relationships.
The reason for choosing a multimodal intervention stems from the disorder's pervasive
natnre. While reliance on medication can help many children, others may experience side effilcts.
These side effilcts may make it necessary for a child to tum to ahernative therapies. Additionally,
some children might need more assistance dealing with secondary symptoms. Furthermore,
parents should be cautious of relying too much on medicine because it can become a convenience.
ADD can and often does influence many aspects of a child's life. Not only does the
disorder affect attentiveness and impulse

contro~

but it also may determine the suffilrer's

self-esteem, peer and family relationships, and social conduct. TherefOre, logic would seem to
point to a multimodal approach that attempts to treat all of these symptoms. While past and
present research has failed to determine this conclusively, perhaps futnre studies will prove
dilfurently.
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CHAPTER FOUR
SUCCESSFUL MULTJMODAL INTERVENTION
The case study of the young boy named Al will continue with a discussion of his
Al's physician diagnosed him with ADD because of the reports of his behavior given

his family members and teachers, as well as several assessments administered by his physician.
After Al was diagnosed with ADD, his doctors and parents began searching for a treatment
They had to decide if medication would be the best option for the child, or if behavior
management would be more beneficial The physician chose medication as the first course of

Al' s physician decided to give him Ritalin, and asked that his behavior be assessed both at
home and in school This decision was the result of past clinical experience with over one
hundred and twenty children with ADHD. These studies demonstrated to them that
a carefully controlled and individually titrated dose of psycho stimulant
medication can produce significant treatment gains in a relatively brief
period of time. Moreover, clinical improvement is usually found
throughout the day as well as across settings. 87
Al' s physician administered a trial of medication in five, ten, fifteen, and twenty milligram
doses. The school's assessment of Al' s medication treatment was positive under the
fifteen-milligram dose. His ability to complete his assignments was optimal at this dose. The
clinic assessed the effects of the medication on Al using each of the following instruments: PAL
test, CPT, Southern California Motor Accuracy Test (SCMAT}, and MlFFf. Al's teacher
assessed his behavior in school based on several factors, including ( 1) the percentage of time he
spent attending to his academic assignments (percent on task), (2) the percentage of academic
assignments completed during this time, (3) the percentage of academic assignments completed
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correctly, and ( 4) teacher ratings (ACTRS, ACTeRS, TSCRS) based on morning behavior only. 88
parents completed two ratings (WWPAS, Barkley's HSQ) and two side effects scales
(Barkley's Side Effects Questionnaire and the NIHM STESS) "to provide information regarding
perceived changes in his behavior and the presence oftreatment-ernergent symptoms on
Sunday.89
With these ratings, his parents also rated the fifteen.-milligram dose as effective. 90
However, they saw the most improvement at twenty-milligrams. Unfortunately, there was a
drawback at this dose that his parents believed was too risky. Al appeared to be "socially
withdrawn from ongoing activities in and aronod the house. "91 Therefore, Al continued to
receive a smaller dose.
With the medication, Al continued to show improvement in his schoolwork. He showed
continued progress in "most areas of academic functioning, completed his daily assignments on a
fairly regular basis, and was subsequently promoted into the fourth grade. "92 However, his
behavior fluctuated occasionally. For instance, his parents complained that he displayed some
difficulty with peer relationships, and he frequently fought with his siblings. 93 Despite Al' s
progress, his parents and teacher felt he could achieve even more success in school.
Consequently, they requested that the child "receive additional therapeutic intervention to help

him attend to and complete academic assignments in school."94

88 Ibid., p. 216.
89 Ibid., p. 217.
90 Ibid., p. 219.
91 Ibid., p. 220.
92 Ibid., p. 222.
93 Ibid., p. 222.
94 Ibid., p. 222.

31
Al's physician decided that multimodal treatment would benefit him. Thls therapy
''included a self-management system, know as the Attention Training System and medication. His
dosage regimen consisted of20-mg ofRitalin. 95 Thls training system, based on a response-cost
paradigm, requires Al to pay attention to and complete class work to earn points. A small
electronic device, placed on his desk during seatwork, automatically awards one point per minute
that he works on his assignments. If the student goes off-task, the teacher can cause the counter
· on the child's device to decrement by one point. The child is alerted ofhis off-task behavior by a
small light. The students can trade in daily points for free-time activities.9 6
This combination of Ritalin and the Attention Training System proved very effective in
keeping Al on task and calm in school. Furthermore, the child's "academic efficiency and
teacher-rated social deportment (using the Abbreviated Cooners Teacher Rating Scale-ACTRS)
were clearly accentuated as a function of combining the two treatments. " 97 The result of the
combination of these two treatments is clearly illustrated in Appendix B.
The multimodal treatment continued through the majority of the year, but was gradually
withdrawn and replaced with free time. Al earned thirty minutes of free time twice a day ifhe
completed all of his assigrunents. 98 When Al began fifth grade he continued to take medication
and participate in behavior therapy in which he maintained consistent successful results. 99
The success that Al achieved with the help of the combination of medication and behavior
therapy seems to demonstrate that multimodal interventions such as these may be an important
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to a child with Attention Deficit Disorder. According to Rapport, the most successful
intervention strategies appear to include
active treatment components that: (a) focus the child's attention
directly to ongoing task demands, (b) do not disrupt the child once
he or she is successfully engaged in the task, and (c) provide rapid
feedback ofboth a positive and a corrective nature based on the
child's performanceJOO
Multimodal interventions would prove very useful in the type of therapy described by Al' s
physician. Medication can successfully focus the child's attention, while behavior therapy can
provide feedback to the child through the use of reward and punishment which teaches the child
acceptable behavior. Al was fortunate to find a treatment that produced such good results.
However, this treatment combination may not help all children with the disorder. Each child has
varying experiences, and is affected differently by ADD's symptoms. Consequently, each child

will need a different type of therapy.
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CONCLUSION
Attention Deficit Disorder has been a concern of doctors, psychologists, and most of aU
sufferers, for many years. The controversy surrounding ADD results from some individuals
beliefs that the disorder is drastically overdiagnosed. In other words, the disorder has become a
convenient label for students who may not suffer from symptoms of ADD. The disorders
discovery began at the turn of the century, and has since experienced several breakthroughs in
diagnosis and treatment. The early 1940s brought about the discovery ofthe usefulness of
medication in treating behavior disorders. 101 Two decades later researchers discovered that the
disorder was not due to neurological dysfunction as was previously believed. 102 Instead, ADD
was the result of a hyperactivity syndrome. In 1972 Virginia Douglas suggested that the disorder
was caused by deficits in sustained attention and impulse control 103 These three causes influence
current thinking, for ADD is now divided into three categories. The first is one in which
inattentiveness is the primary symptom. The second category includes those who experience

°

hyperactivity and impulsivity. The third type encompasses those who have aU three symptoms.1 4
As a result of the primary symptoms, many ADD children may experience secondary

symptoms. These include anxiety, low self.esteem, behavioral noncompliance, and strains in
social relationships. 105 lfleft untreated these secondary symptoms could prove quite detrimental
to the child's development.
When the child is diagnosed with the disorder, the parents and physicians nmst then decide
which treatment would prove most effective fur that child Most often they will choose to begin
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with medication because of the large amount of research demonstrating beneficial results. 106 The
llledications most often used for ADD sufferers include stimulants, such as Methylphenidate

(Ritalin), Dextroamphetamines (Dexedrine), and Pemoline (Cylert). 107 Or they rnay administer
tricyclic antidepressants, such as Imipramine, Desipramine, and Fluoxetine Hydrochloride
(Prozac). 108 These medications work to help the child sustain attention and focus on their
tasks.109
Other therapy options area available that do not include medicine. One such therapy,
known as behavior modification, often used in schools and at home, attempts to increase positive
behaviors and decrease negative behaviors. Positive behaviors include paying attention and
remaining cahn, while negative behaviors consist of noncompliant conduct.11 O
Another therapy used is cognitive therapy, in which people change their thought patterns
thereby correcting negative behavior. 111 Additionally, the child rnay benefit from the type of
therapy that combines behavioral and cognitive philosophies. Verbal Self-lnstruction is one form
of this therapy in which a child learns to appreciate and use self-instruction to control behavior.1 12
Children with ADD rnay benefit from psychological counseling as well. Through
counseling the child will be able to share with a person who can understand their feelings, and can
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help them deal with the disorder's consequences. 113 The fumily can also choose to take
advantage of these services in order to counter strains in fumily bonds.
The teacher also fuces a challenge when teaching children with ADD. They must make
the learning environment one in which the child can focus, stay on task, and/or in the case of
hyperactivity, remain calm.
While anyone ofthese therapies may help the child with ADD, some researchers and
physicians believe that it is the multimodal intervention that is most beneficial 114 With the help
of medication to focus attention, behavioral training to control behavior, and psychological
counseling to reduce secondary symptoms, the child will be better able to deal with ADD and its
effects. Furthermore, the child needs a team of people to help guide him through the daily
challenges. This group, consisting of the parents, teachers, siblings, physician, psychologist, will
give him or her skills necessary to get an education, have a career, and maintain strong social
bonds with others.
The case study of Al demonstrated just how useful multimodal interventions could be in
helping a child with ADD. Al is not the only child who can experience success with multimodal
treatments. In fuct, "given the protracted nature of the disorder and the attendant long-term risks
for a large percentage of children with ADHD, there is an emerging consensus that multiple
treatment modalities are necessary throughout the school year."115
It is difficult enough for a child without any type of disorder to grow up in today's world.

For a child with Attention Deficit Disorder growing up can prove even more challenging.
Children without the disorder learn to focus attention and maintain cahn behavior through
instruction and modeling of adults. However, the ADD child needs more than simple instruction
and demonstration to lean these behaviors. He or she cannot stay on task or remain cahn when
113

Murphy, p. 104.

114

Roberts, p. 252.

115

DuPaul, Schools, p. 15.
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necessary. Therefore, the child fails to learn important lessons in school Additionally, the child
has a very difficult time fonning and keeping relationships as a result ofhis impulsivity and
inattentiveness. These symptoms make achieving success in life an extremely difficult task.
A child with ADD can overcome these obstacles with the use of medication, behavior
therapy, and psychological therapy. The child can be successful in school. career, and social
interactions despite the limitations of the disorder. While these treatments may not be a cure, they
appear to help some sufferers deal with a disorder that may affect their entire lives. The challenge

is to find which therapy, or combination of therapies, would be most beneficial to a child, and to
support the child in life's daily stmggles.
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Appendix A
Results of Intervention of
Both Medication and Behavioral
Therapy on Off-task Behavior
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